Transient lumbar pain has been reported to occur frequently in patients having surgery using 5% hyperbaric lignocaine for spinal anaesthesia. The incidence of transient lumbar pain is highest with this agent in patients having surgery in the lithotomy position and in outpatients. The aim of this audit was to determine the incidence of transient lumbar pain in patients having minor surgery for the complications of peripheral vascular disease, a group of patients in whom short duration spinal anaesthesia is desirable.
Transient lumbar pain (TLP) following spinal anaesthesia has been the subject of many papers and editorials since it was first described in 1993 [1] [2] [3] [4] [5] [6] [7] . TLP is a syndrome described in patients who have recovered from an uncomplicated spinal anaesthetic and who subsequently developed back pain approximately 12 to 24 hours later. The back pain radiates to the buttocks, thighs or lower limbs, lasts a few days and fully resolves. TLP is not associated with any objective neurological signs and is most common with lignocaine spinal anaesthesia, the lithotomy position and outpatients 8 .
TLP has been associated with all spinal anaesthetic drugs 9 . The incidence is highest with spinal hyperbaric lignocaine, reportedly from 0% to 40%, whereas spinal bupivacaine is associated with the lowest incidence (0% to 1.3%) 8 . The aetiology of TLP has been the subject of a number of editorials [2] [3] [4] [5] [6] [7] but there is no clear evidence that it is either of neurotoxic or musculoskeletal origin. The original names of transient neurological toxicity 1 , transient radicular irritation 10 , or transient neurological symptoms 11 , implied an aetiology which has not been proven, and thus transient lumbar pain, which does not imply a cause, is now preferred 12 .
The aim of this audit was to determine the incidence of TLP in a group of patients having minor surgical procedures for complications of peripheral vascular disease in the legs. This group of patients was audited because they usually have a variety of significant medical conditions that make a short duration of spinal anaesthesia desirable.
METHODS
The audit was approved by the hospital's Research Committee, which did not require specific informed consent because of the data collection nature of the audit without any change in our normal clinical management.
The patients had spinal anaesthesia performed in the sitting position with 5% hyperbaric lignocaine and were immediately placed supine. Details of spinal anaesthesia were recorded and the patients were followed up utilizing a standardized questionnaire as described by Hampl and colleagues 11 (see Appendix). Follow-up occurred at least two days later, either directly or by telephone if the patient had been discharged from hospital. The questionnaire involved an indirect question about recovery from the anaesthetic, then direct questions about fatigue, dizziness, pain at the site of lumbar puncture, pain at other sites, nausea and vomiting, difficulty with urination, and pain from the incision. If back pain was present, then direct questions were asked about radiation and duration of the pain and whether complete recovery occurred.
TLP was defined as back pain which radiated to one or both buttocks, thighs or lower legs and from which the patient recovered after a few days 9 .
RESULTS
One hundred and four patients having minor operations for complications of peripheral vascular disease in the legs, where operating time was anticipated to be less than 60 minutes, were audited. Four patients were excluded because of inadequate followup due to dementia (two patients), language problems (one patient) and loss to follow-up (one patient).
The demographic data (Table 1) showed that patients were elderly and that males predominated. The majority of patients had their surgery performed in the supine position, but two were in the lateral position, and all patients were inpatients after their procedure.
Thirty-eight patients had diabetes, which together with the peripheral vascular disease is likely to have resulted in peripheral neuropathy in some, but the incidence of this was not recorded. Postoperative analgesia was achieved with paracetamol or paracetamol and codeine phosphate for mild pain, and morphine or pethidine for more severe pain.
Details of the spinal anaesthetic technique are shown in Table 2 . Ninety-nine patients had the spinal performed with a pencil-point needle. One patient who had a difficult lumbar puncture had a Quincke point needle inserted because of perceived deviation of the pencil-point needle. Four patients had a para-median approach and the remainder all had midline approaches. The dose range of 5% hyperbaric lignocaine used was 50 to 100 mg, with 91 patients receiving 75 mg or less. Eight patients complained of paraesthesia during the insertion of the spinal needle.
Follow-up by telephone was required in 38 patients, with the remaining patients having been seen in hospital before discharge. The assessment was carried out 5±4 days (mean±SD) after the spinal anaesthetic. Four patients reported symptoms consistent with TLP. In three of these patients there was a single attempt to insert the spinal needle, and no patient reported paraesthesia. One patient required three attempts to pass the spinal needle and this patient reported paraesthesia. The duration of the TLP was 1.5, 2, 4 and 8 days, but all patients completely recovered and only one required treatment for the pain. Twelve patients had localized back pain without any radiation. The duration of this pain ranged from two hours to six days and again all recovered from their pain.
DISCUSSION
TLP occurred in 4% of patients having spinal anaesthesia with 5% hyperbaric lignocaine for minor surgery related to the complications of peripheral vascular disease. This is a low incidence and, we believe, justifies the continued use of 5% hyperbaric lignocaine for spinal anaesthesia in this group of patients. Peripheral vascular disease and diabetes predispose patients to peripheral neuropathy, which may have reduced the incidence of TLP. The influence of peripheral neuropathy on TLP has not been discussed in the literature, but the proximal location of the symptoms would be unlikely to be influenced by a distal neuropathy. Postoperative analgesia could also have reduced the incidence of TLP, because the analgesics administered are used in the treatment of TLP. Our audit did ask for the site of pain to be identified, so that pain from the surgical site could be identified separately from TLP. Many other studies have reported a much higher incidence of TLP. Fifty patients having gynaecological procedures had an incidence of 32% after 5% hyperbaric lignocaine spinal anaesthesia 11 . All these patients were placed in the lithotomy position, which is known to be associated with a higher incidence of TLP 8 . Patients having knee arthroscopy had a similar high incidence of TLP at 31% 13 . Knee arthroscopy has been associated with a greater incidence, possibly because of surgical manipulation of the leg during this procedure 14 .
Two studies have indicated a low incidence of TLP in obstetric patients. Fifty-eight patients having tubal ligation under 5% hyperbaric lignocaine spinal anaesthesia had an incidence of 3% TLP 15 , and 200 patients having caesarean delivery had a zero incidence of TLP 16 . Similarly 1045 patients having anorectal surgery in the prone position using spinal anaesthesia with 3% hyperbaric lignocaine had a low incidence of TLP of 0.4% 17 .
All our patients were placed in the supine or lateral position for surgery and all were inpatients, and therefore did not fall into the high risk groups of the lithotomy position or outpatient surgery 8 . Hyperbaric lignocaine 5% was chosen because of its high success rate for spinal anaesthesia, the excellent operating conditions it provides, and its recovery characteristics. We wanted spinal anaesthesia to be almost completely resolved before patient discharge from the recovery room, to minimize the chance of adverse cardiovascular events in the ward.
The incidence of TLP in these patients may have been reduced by selecting other short-acting spinal drugs. Spinal hyperbaric procaine 13 is comparable to 5% hyperbaric lignocaine for duration but inadequate spinal block is more frequent (17%). Spinal 2% hyperbaric prilocaine also has a similar duration of anaesthesia, approximately two hours, and has a low incidence of TLP (3%) 18 . Spinal anaesthesia with 3% mepivacaine is also associated with a low incidence of TLP (0%) 14 and is of slightly longer duration than spinal lignocaine. Unfortunately none of these agents is available in an appropriate preparation or sterile ampoule in Australia and they are therefore not suitable alternatives.
Reducing the lignocaine concentration for spinal anaesthesia has not been shown to decrease the incidence of TLP. Hampl and colleagues 11 compared 5% hyperbaric lignocaine to 2% hyperbaric lignocaine and found the incidence of TLP to be similar (32% and 40% respectively). This study therefore does not support the withdrawal of 5% hyperbaric lignocaine and its replacement with 2% lignocaine for spinal anaesthesia 19 .
Spinal 0.5% bupivacaine 9 has the consistently lowest incidence of TLP, but its duration of action is too long for patients having minor surgery of less than 60 minutes duration. Reducing the dose of spinal bupivacaine can decrease the duration of anaesthesia but this manipulation increases the failure rate of the technique 20 . The addition of fentanyl to low-dose bupivacaine spinal anaesthesia improves the success rate, but the use of drugs from non-sterile ampoules may increase the risk of spinal infections [21] [22] .
The aetiology of TLP is not known, but two mechanisms are postulated, a neurotoxic or a musculoskeletal cause [2] [3] [4] [5] [6] [7] [8] . Initially a neurotoxic cause was favoured, but the transient nature of the symptoms and the lack of neurological signs were not consistent with this postulate. The symptoms of TLP were also reported with all drugs used for spinal anaesthesia, and it seems unlikely that all are neurotoxic 8 . The musculoskeletal cause has gained acceptance because of the greater incidence of TLP in the lithotomy and knee arthroscopy positions. The higher incidence of TLP with lignocaine is explained by the greater muscle relaxation provided by this drug when used for spinal anaesthesia.
We conclude that TLP occurs at an acceptably low incidence following spinal anaesthesia with 5% hyperbaric lignocaine in patients having minor surgery for complications of peripheral vascular disease. We believe 5% hyperbaric lignocaine for spinal anaesthesia should continue to be available, especially for these patients for whom the short duration of spinal anaesthesia is desirable, in order to minimize the duration of potentially undesirable cardiovascular effects.
